Vascular compression in thoracic outlet syndrome Sir, We read with interest the report by Grant et al. (August 1988 JRSM, p 476) which advocates the use of erect angiography in the investigation of the thoracic outlet syndrome (TOS).
The demonstration of arterial and venous vascular compression in the investigation of TOS has been a point of discussion at our joint radiological and vascular meeting. On several occasions now initial vascular imaging has not confirmed clinical findings of obstruction of either vein or artery.
A 43-year-old housewife presented with a 5 month history of tingling in the left hand which became blue and swollen in the dependent position. These symptoms started following the wearing of a cervical collar for three months after a car accident. Clinical examination revealed a bluish swollen hand with loss of the radial pulse on elevation of the limb to 900 in the sitting position. Doppler examination just under the mid point of the left clavicle confirmed arterial and venous obstruction at this point. Intra-arterial digital subtraction angiography in the classical supine position did not demonstrate any arterial obstruction. Prior to venography the position of loss of pulse was determined (and was quite different to that of the classical position) and venous obstruction was demonstrated unequivocally. Arterial imaging was not repeated because of patient discomfort.
A young man who had previously had a resection of a cervical rib for arterial compression developed recurrent symptoms. Clinically, occlusion of the subclavian artery was demonstrated at the level of the first rib. Initial arteriography in the classical position did not confirm this. Repeated imaging in the position of loss of the pulse confirmed the clinical findings. Resection of the first rib relieved the obstruction.
We concur with Grant et al. that it is vital to perform vascular studies for TOS in the symptomatic position even if this is technically difficult. In our experience this did not require erect filming but attention to the position of the loss of pulse is essential. The position of clinically detected abnormalities should be indicated by the examining clinician on ordering the X-rays and the radiologist should take the films in this position. Attention to this detail may increase the demonstration of TOS. Wiley, 1988 After Elijah and Elisha, there came a prophet in the lab called Elisa, who foretold easier and better pathological tests. Such novel applications ofElisa are found in this paperback, which contains 15 essays on technical aspects. They include short reviews of antibody affinity, amplification of second enzymes, modified sandwich Elisa, Elispot and Elisa plaque assays. There are also two excellent articles by the Wellcome group on the practical application of the Elisa method to viral diagnosis. However, this book is not a thorough reference text or laboratory manual, as the editors claim, although it does conveniently gather much original work together, in one volume.
There is no mention ofthe use of Elisa in autoimmune disease or collagen disorders. Fc receptor assays are hardly mentioned, while data handling, statistics and reporting should have had a chapter devoted to this specialized topic. The section on chemiluminescence, although informative, is almost an irrelevance, when so much has been left out. The index is far from adequate and the figures do not always add to the clarity of the text. Nevertheless, the book is easy to read and enjoyable. Diabetes beyond 40 R Hillson pp 154 £5.99 ISBN 0-356-14850-5 London: Macdonald 1988 The need to provide readable, informative and accurate texts for patients with diabetes is well established. This new book addresses itselfto a group ofpatients who will wish to know above average detail of their disorder. It is certainly eminently readable
